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ART. IV.--The Treatment of Prolapsus Uteri. By WILLIAM 
J. SMYLr, M.D. Univ. Dubl. ; F.K.Q.C.P.I.  ; Gyn~ecologist to 
the City of Dublin Hospital. 

Tim subject which I have chosen to bring forward on fills occasion 
is the treatment of downward displacements o f  the pelvic viscera. 
The term prolapsus uteri, generally applied to these affections, is 
not altogether satisfactory, nor are those which have been proposed 
as substitutes for it any more so. All such names as procidentia 
uteri, protrusio uteri, uterocele, or hysteroptosis, have the common 
fault of fixing the attention too exclusively upon one organ, the 
displacement of which is neither the most important nor the most 
constant factor in such cases. Any or all of the pelvic viscera 
may take part in the displacement, and the disturbance in their 
functions (especially those of the bladder and ureters) is of even 
more consequence than those of the womb itself. There is, ill 
fact, a hernia of the pelvic viscera, in treating which we must 
proceed in a manner very similar to that adopted by general 
surgeons under similar conditions elsewhere. In the first place, we 
restore the organs as nearly as possible to their normal position; 
and, secondly, we endeavour to keep them there, either by properly 
adjusted supports or by operative measures. But  just as surgeons 
are divided in opinion as to the advisability of operatlou for the 
radical cure of hernia, so are gyn~ccologists as to its value in cases 
of prolapse. Amongst English writers the majority seem to be 
either altogether opposed to it or only half-hearted supporters. 
Dr. West, ~ for example, says : - -"  If  the operation be limited to 
cases of special gravity (and to such I apprehend it ought to 
be confined), I doubt whether any higher commendation can be 
bestowed on it than is contained in the IIippocratic axiom which 
pronounces ' a doubtful remedy better than none at all.'" Barnes, 
Galabin, Atthill, Hart, and Barbour, seem to share the opinion 
that a recurrence of the displacement is to be expected. Foreign 
authorities arc, however, much more sanguine, amongst whom I 
should mention especially Marion Sims, Emmet, Simon Fritsch, 
and Hegar. 

An ordinary inguinal hernia, when returned into the abdominal 
cavity, is prevented from returning by a truss, which, if it does 
not effect a cure, is certainly not oftea directly injurious. This 
cannot be said of the supports resorted to by gyn~ecologists in the 
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treatment of prolapse, which by dilating the vagina and iMuclng 
]eucorrhoea, though palliating symptoms, tend, in a large propor- 
tion of cases, to aggravate the mischief; this is especially the ease 
with ring pessaries. On the other hand, the operations for the 
cure of pelvic displacements are vel~" much less dangerous than 
those resorted to for the cure of other forms of hernia, and should 
therefore be undertaken with less reluctance. There are, of 
course, many causes which render operation impossible, but in 
every case in which it is possible I would advise it. I quite 
agree with Kaltenbach ~ " that  it should not be reserved for the 
worst cases; for, though the lesser degrees of prolapse can, no 
doubt, be relieved by the use of a ring, yet  by this me'ms a cure 
is scarcely ever effected, whilst the evil increases with the use of 
the apparatus. These cases can, on the other hand, be certainly 
cured by a trifling operation." 

Before entering further  into the question of treatment it is 
necessary for me briefly to refer to a few polnts in connexion with 
the mtiology of prolapse. " What  makes a woman's womb fall o , t  
of her body ?" asks Dr. Matthews Duncan. b ' To investigate this 
we must inquire what keeps i t  in its place. The most important 
cause is the pressure relations of the abdomen. The womb floats 
Suppose in the corpse of a healthy female you open the abdomen, 
the womb is then always found in a state of descent, because the 
destruction of the entirety of the abdomen robs it of its support. 
Before th6 abdomen was opened the uterus was in its normal 
position, the fundus about on a level with the brim of the pelvis." 
There can be no doubt that  the uterus is kept in position by 
pressure relations--that  is, by the resistance of the pelvic struc- 
tures to the downward pressure of the abdomen; but I think 
that  Dr. Duncan is in error in supposing that  the opening of the 
abdomen " robs it of its support," for if this were so any pene- 
trating wound of that  cavity would be followed by entrance of air 
and prolapse ; and this we know, from every-day experience, is not 
the ease. That  the uterus may be found at a lower level in the 
dead than in the living body is probable, but I should attribute 
this rather to the relaxation of its muscular supports than to 
increased pressure from above. 

I t  would occupy too much time were I to enter at length into 
the mechanism of the important arrangements by which the pelvic 
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floor is strengthened, but I may briefly mention that the two chief 
barriers to descent are the peritoneum and the pelvic diaphragm. 

Owing to its elasticity, its extensive attachments, and the way in 
which it is strengthened by muscular tissue and fibrous structures, 
the peritoneum offers much greater resistance to downward pressure 
than is generally supposed. 

The pelvic diaphragm is the strong muscular funnel formed by the 
levator ani and coccygeus muscles, which latter, arising from firm 
bony and fibrous structures, and inserted into the coccyx, lower part 
of the rectum, and perin~eal body, strengthened by pelvic fascia, and 
supported by the structures which close the pelvic outlet, braces 
up the viscera which lie between it and the peritoneum. These 
two structures (tim peritoneum and pelvic diaphragm)are further 
mutually strengthened and united by connective tissue, vessels, and 
nerves, and by all otherwise vacant spaces being well padded with fat. 

Besides these general arrangements to resist intra-abdominal 
pressure, there are special means provided for keeping the uterus in 
its place. When the bladder is empty the uterus lles upon its 
upper surface in a condition of antiversion and antiflexion, the 
maintenance of which is of great consequence in preventing pro- 
lapse, since the long axis of the uterus is then at an angle to the 
long axis of the vagina; whereas if the uterus become retroverted 
its long axis coincides with that of the vagina, and should the 
latter be dilated and relaxed, a small amount of force will drive the 
womb into and through it. This condition of antiflexlon is main- 
tained (more or less constantly) partly by the vagina, which, passing 
from the vulva to the cervix, through its rigidity, and its intimate 
connexion with nelghbouring structures, tends to keep these parts 
asunder; but chiefly by the utero-sacral ligaments or folds of 
Douglas, which contain so large an amount of muscular tissue as 
to have been described by Luschka as the retractor muscles of the 
uterus. The round ligaments also assist, but only when the uterus 
is displaced upwards or enlarged. 

From this it is evident that two causes, either singly or com- 
bined, may lead to prolapse--either an increase in the downward 
pressure or a weakening of the supports. Amongst the causes of 
the former may be mentioned enlargement, and turnouts of, or 
pressing upon, the uterus, effusion into the abdominal cavity, 
spinal deformity, and violent efforts, such as lifting heavy weights 
or straining at stool. The weakening of the supports is most 
frequently the result of childbearing, but may bc due to the use of 
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pessaries or the relaxation of tissues and absorption of fat from age 
or wasting dise~e. 

The changes which result from parturition are so important that 
I must delay a little to consider them. In a normal delivery, when 
the foetal head is driven through the os uteri, it will be seen (as 
Hart has shown) that the previously compact, unbroken pelvic floor 
is opened up in a perfectly definite way. Before labour the floor is 
made up of two folding-doors accurately opposed at their oblique 
margins, whose contact forms the vaginal slit. During labour 
the action of the uterus opens these up as follows :--It pulls up the 
pubic segment and drives the child down against the sacral one. 
When the child is expelled, the pubic segment swings back and 
lies on the oblique sacral support--in fact, the process is just the 
same as when one passes out through two swinging doors, one half 
is pulled towards the passenger, the other is pushed from him. In 
this way he makes room for his exit, and, when passed, the doors 
swing into accurate apposition again. 

This illustration, although an excellent one, is not absolutely true 
to nature, for the sacral segment has been so enormously distended 
during labour that it cannot return immediately to its former 
position, but the anterior one is driven down upon it by the intra- 
abdominal pressure; thus a eystocele occurs which frequently per- 
sists, and is a special form of prolapse. Subinvolution will greatly 
aggravate the evil, for not only is the uterus affected, but also ~he 
peritoneum and the vagina. The anterior vaginal wall will, there- 
fore, continue to descend until it meets with the posterior, and 
should the latter fail to support it (either through laceration of the 
perin~eum or of the pelvic diaphragm), it will descend still further, 
dragging the uterus after it. During this process an elongation 
and hypertrophy of that portion of the cervix into which the vagina 
is inserted takes place. The doctrine of tInguier--" that prolapse 
of the uterus is a condition which scarcely ever exists, but that 
cervical hypertrophy has been almost invariably mistaken for it " - -  
is certainly erroneous. It  is still undecided whether this cervical 
hypertrophy is ever primary, though that it is so occasionally is 
maintained by most authorities. 

I t  has been denied that laceration of the perin~eum has any 
influence in the a2tiology Of prolapse; nevertheless it appears to 
predispose to it in a twofold manner--first, the axis of the vagina 
and uterus come much more nearly to coincide: and, secondly, by 
the contraction of the levator ani muscles, the parts into which the 
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perin~eal body has been split are drawn asunder, and the ampulla of 
the rectum is thrust in between them, and thus the vulva is made 
to assume a widely-gaping triangular form. 

From what has been said it is evident that most of the causes 
which lead to prolapse are either preventible or remediable. 

Our first object should, therefore, be so to conduct labour and child- 
bed as to prevent injury to the pelvic floor and diaphragm, to favour 
involution, and to correct backward displacemcnt of the uterus. 

When,  however, laceration does occur the rent should be imme- 
diately repaired; and should the muscles be involved, Schatz 
advises that the sutures be passed so as to unite the torn ends. 
Subvaginal tears are practically incurable; the ends of the muscle 
heal in the position to which they have retracted, and are function- 
ally useless. IIe has not yet ventured to cut down upon them, to 
suture them. 

When, however, we have to treat a case in which prolapse has 
actually taken place we have, as already stated, two courses open 
to select from--either the palliative treatment by pessaries, or the 
more radical one by operation. 

I will not occupy your time with a discussion of the various 
pessaries in use, nor do I wish to be misunderstood as condemning 
them wholesale. W h a t  I do maintain is, that operation is better. 
Those pessaries which, like IIodges', act by pushing up the pos- 
terior fornlx vaginae, so as to antivert the uterus, are the best; but 
since the lower bar is in them supported by the pelvic diaphragm, 
they cannot be used in cases where its functions have been 
destroyed. Those which maintain their position by distension of 
the vaginal walls .tre the worst, and increase the evll which they are 
intended to remedy. Of appliances with belts, straps, and buckles, 
I have no experience. In former times sponges, or plugs of tow, 
cotton, or wool, were introduced into the vagina, and kept in place 
by means of a T-bandage. I have met with a case in which a 
pregnant woman who had resorted to such a contrivance lost her 
life through septic poisoning. 

By one or another of the many mechanical contrivances in vogue 
the majority of cases can be at least temporarily benefited; but 
there are some in which no pessary can be retained, and there are 
others in which their use is contra-indicatcd. Such cases can be 
relieved only by operation, but they are the least favourable for 
it. In  them it frequently assumes serious proportions, involving 
perhaps the ablation of the entire uterus, with subsequent colpo- 
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perineorrhaphia. Such terrible cases afford, I think, a strong 
argument in favour of early operation. 

The first who attempted the cure of prolapse by operation was 
Fricke, of Hamburg(1833). His method consisted in vivifying 
the inner surfaces of the labia majora and uniting them by suture, 
a small opening being left both anterior and posterior to the fleshy 
bridge thus formed to permit of the escape of discharges, but so 
dilatable were these openings found to be that the uterus could and 
did descend through either of them. 

Whilst Fricke united the edges of the vulva only, Malgaigne 
went further up, and united a portion of the vaginal walls as well. 
Baker Brown's operation was similar to Malgaigne's, and this is 
the proceeding still advocated by Dr. M. Duncan. ~ The most that 
can be hopcd ibr from these episiorrhaphias is the conversion of a 
complete into a partial prolapse. Decided improvements in the 
operation were the narrowing of the vagina, and the attempts to fix 
it again to its original supports. I need not delay to enumerate all 
the devices by which these objects were sought to be attained; but 
the most decided advance in this direction was made by Marshall 
ttall, b who dissected the mucous membrane from large oval surfkccs 
and closed them by suture. Gerardin, in the same year, vivified 
both walls and united them--an operation which has been revived 
by Spiegelberg and Lefort, and recently the younger l~eugebauer 
has claimed the priority for his father. Marion Sims improved 
upon M. Hall's operation by making the raw suri~ces on the 
anterior wall of a V-shape, the apex being towards the urethra. 
By uniting the legs of the V he made a firm column of mucous 
membrane along the anterior vaginal wall. This has been found 
in many cases ~uflicient to effect a permanent cure. 

Simon made another great step towards per~'eetion. His idea 
was not merely to convert an external prolapse into an internal 
one, but, having elevated the uterus as nearly as possible into its 
normal position, to keep it there. For this purpose he prepared a 
large surface, pentagonal in shape, which, after union, should form 
a powerful support to the cervix. A practical objection to this 
operation is the difficulty in obtaining perfect adaptation and com- 
plete union of such large surfaces. 

Hegar's operation differs in detail but little from Simon's, but it 
is carried out with a different object. Simon's idea was to prop up 
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the uterus upon a pedestal, Hegar 's to fix the vagina in its entire 
length by a firm cicatrix, which (extending from the cervix to the 
vulva) keeps these parts asunder. For  this purpose he freshens a 
large triangular surface on the posterior wall, which, when united, 
makes a firm vagina and a strong perinmum. With  this he com- 
bines an anterior colporrhaphia. 

I need not here enter into the various modifications of these opera- 
tions introduced by Martin, Bischoff, Winckel, and others. In my 
opinion, Hegar's is the best ; but  I must admit that I have not tried 
any other. A description of most of them will be found in Dr. Macan's 
Report  on this subject in this Journal  for Nov., 1881. Huguier 's  
endeavours to excise the entire cervix were the natural outcome of 
his teaching. A much less hazardous, but at the same time a very 
useful operation, is the funnel-shaped excision of the cervix proposed 
by Hegar. Opening the abdominal cavity, drawing up the uterus, 
and fixing it  in the wound, is an operation which I think few would 
venture upon for the relief of a condition so remotely dangerous to 
life as prolapsus uteri; but the idea of cutting down upon and 
drawing out the round ligaments, and thus elevating and anti- 
flecting the uterus, as proposed by Adams and carried out by 
Alexander, of Liverpool, appears to me to be a good and scientific 
o n e .  

I shall now detail two cases in which I have operated for the 
cure of prolapse : -  

CASE I.---~rs. B., aged fifty-four~ midwife. Has had eight children, 
the youngest of which is eleven years of age, and five abortions. After 
most of her later confinements she suffered from prolonged h~emorrhagic 
discharges, probably due to deficient involution of the uterus. She com- 
plained for some time of dragging pain at the umbilicus and in the groins, 
and a bearing-down feeling, but did not do anything to relieve these 
sensations. 

Eight years ago she was in training as a nursetender, when, in conse- 
quence of lifting some heavy weight, suddenly the uterus came completely 
outside the vulva. She was taken into Sir 1 ). Dun's IIospital, and was 
from that time more or less constantly under the care of the late Sir 
Edward Sinclair. Finding that the uterus could not be kept up by any 
kind of artificial support, he advised her to submit to operation, and 
this she consented to do. He was, however, prevented by illness from 
carrying out his purpose. 

Last December she came to the City of Dublin ttospital, complaining 
that she could neither walk nor sit down without severe pain. There 
was a complete prolapse of the uterus. The cervix and vagina were 
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greatly hypertrophied and deeply ulcerated, and the uterus measured four 
inches in length. 

Some weeks in bed were required to diminish the vaginal hypertrophy 
sufficiently to operate. Hegar's method was carried out as follows : -  
The patient having been placed in the Iithotomy position, a fold of 
mucous membrane extending from the cervix to within about half an 
inch of the urethra was caught up with the forceps~ and its base trans- 
fixed with needles armed with silver wires, the fold cut away, and the 
sutures secured. 

The posterior colporrhaphia was a much more tedious affair. A 
triangular surface, the apex of which was at the cervix and the base at 
the anus~ and extending about an inch and a half on either side of it, was 
put upon the stretch with American bullet forceps and denuded of mucous 
membrane. During this process~ and whilst the sutures were being 
inserted, the surface was constantly irrigated with corrosive sublimate 
solution (1-2,000). 

The wounds healed by first intention~ and now, nine months after the 
operation, she is able to go about and to walk considerable distances 
without artificial support or any sign of a recurrence of the displacement. 
She has also resumed her duties as a midwife. 

CASE I [ . - - T h e  second case was not of so exaggerated a nature as the 
former. The uterus, though prolapsed, did not come outside the vulva. 
The operation was performed in April of this year, and was similar to 
that already described, only that in doing the anterior colporrhaphia I 
used a clamp which I had obtained in the meantime, and which I believe 
to have been invented by Hegar, but of this I am uncertain. By using 
this clamp the operation was done more expeditiously. In using it, 
however, there is danger of wounding the bladder ; but this accident can 
be guarded against, if after the insertion of the needles a sound be passed 
into the bladder, before the fold of membrane held by the forceps be 
removed. In this case also union occurred by first intention. I saw her 
quite recently, and believe her to be permanently cured. 

I t  is not  possible to draw conclusions from two cases, but  Hegar ' s  
results have been very  brilliant. H e  reports 84 per cent. cured, 
and this af ter  prolonged observation. M a n y  of  these have been 
delivered (one four  times) without  any recurrence of  the prolapse. 

I shall now conclude in the words of  Dr.  :Fl~itsch : - - "  Thanks  to 
modern operators, the prolapse operation has reached such perfec- 
tion that  one can with certainty bespeak success. Thanks  to anti-  
septics, the dangers have disappeared. I t  is therefore rational to 
operate on every pat ient  with prolapse. ' 'a  
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